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Abstract
Background: In the context of an implementation research project aiming at improving use of HIV and sexual and
reproductive health (SRH) services for female sex workers (FSWs), a broad situational analysis was conducted in Tete,
Mozambique, assessing if services are adapted to the needs of FSWs.
Methods: Methods comprised (1) a policy analysis including a review of national guidelines and interviews with
policy makers, and (2) health facility assessments at 6 public and 1 private health facilities, and 1 clinic specifically
targeting FSWs, consisting of an audit checklist, interviews with 18 HIV/SRH care providers and interviews of 99
HIV/SRH care users.
Results: There exist national guidelines for most HIV/SRH care services, but none provides guidance for care
adapted to the needs of high-risk women such as FSWs. The Ministry of Health recently initiated the process of
establishing guidelines for attendance of key populations, including FSWs, at public health facilities. Policy makers
have different views on the best approach for providing services to FSWs—integrated in the general health services
or through parallel services for key populations—and there exists no national strategy. The most important provider
of HIV/SRH services in the study area is the government. Most basic services are widely available, with the exception of
certain family planning methods, cervical cancer screening, services for victims of sexual and gender-based violence,
and termination of pregnancy (TOP). The public facilities face serious limitations in term of space, staff, equipment,
regular supplies and adequate provider practices. A stand-alone clinic targeting key populations offers a limited range
of services to the FSW population in part of the area. Private clinics offer only a few services, at commercial prices.
Conclusion: There is a need to improve the availability of quality HIV/SRH services in general and to FSWs specifically,
and to develop guidelines for care adapted to the needs of FSWs. Access for FSWs can be improved by
either expanding the range of services and the coverage of the targeted clinic and/or by improving access to
adapted care at the public health services and ensure a minimum standard of quality.
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Background
Although female sex workers (FSWs) are highly ex-
posed to sexual and reproductive health (SRH) risks,
such as HIV and other sexually transmitted infections
(STI) [1–3], unwanted pregnancies [4–6] and sexual
violence [7, 8], general health services are often not
adapted to the specific context and needs of FSWs.
When attending SRH services, such as for STI/HIV
testing and care, family planning, cervical cancer
screening and sexual and gender-based violence,
FSWs often do not disclose as such by fear of stigmatisa-
tion and discrimination, providers do not actively assess
their risk, and sometimes national guidelines provide in-
sufficient guidance on how to offer care adapted to their
high-risk profile [9]. In the wake of the HIV epidemic, and
because of the key role FSWs have in it, several initiatives
have been taken in the past decades to improve HIV/SRH
services for FSWs, either in the form of parallel services
adapted to the FSWs’ needs [10–13] or through inter-
ventions to make general HIV/SRH services more
FSW-friendly [10].
The DIFFER project (Diagonal Interventions to Fast-
Forward Expanded Reproductive Health) is an oper-
ational research project that aims at improving access to
FSW-adapted HIV/SRH care by linking services targeted
at FSWs with the general health services [14]. It is de-
signed as a set of case studies, with the ‘case’ being a
well-defined geographical area where sex work is com-
mon. One of these is the Tete-Moatize area in
Mozambique. The adjacent cities of Tete and Moatize
are intersected by a major transport route connecting
Malawi to Zimbabwe and the port of Beira. There is a
rapidly growing mining industry, attracting travellers,
migrant labour and sex workers. Certain practices asso-
ciated with sex work, such as publicly soliciting clients,
are illegal in Mozambique, and FSWs are therefore a
marginalised population.
The towns have a number of health care facilities, in-
cluding 1 provincial hospital, 8 public health centres and
4 private clinics. In Moatize, a stand-alone drop-in clinic
for most at risk populations offers basic HIV and SRH
services during the evening and is therefore called the
Night Clinic. It is operated by a non-governmental or-
ganisation, through an agreement with the district health
department that supplies the drugs and medical supplies
and the health staff who provides the services after
hours against over-time compensation [13].
The DIFFER project applies a methodological frame-
work for health systems research, starting with a detailed
situation and policy analysis that informs the develop-
ment of site and context-specific packages of interven-
tions to strengthen SRH service delivery. These packages
are then implemented and on completion of the inter-
vention the feasibility, acceptability, effectiveness, cost-
effectiveness and sustainability are evaluated. The base-
line analysis applied a convergent parallel mixed
methods design, combining multiple qualitative and
quantitative research methods [15, 16]. We assessed
both the offer and the demand side. The use of HIV/
SRH services by FSWs and barriers to use were assessed
through a cross-sectional survey and focus group discus-
sions with FSWs, and its results are presented elsewhere.
What HIV/SRH services are available, and to what ex-
tent they are adapted to the needs of FSWs, was assessed
through a policy and situational analysis. The research
questions to be addressed by this analysis were (1) what
national policies exist in regards to HIV/SRH service
provision, and to what extent these policies address the
particular needs of FSWs; (2) what HIV/SRH services
are locally provided and to what extent are they adapted
to the needs of FSWs; and (3) what is according to pol-
icy makers and health providers the best model to im-
prove access to HIV/SRH services for FSWs. The
current article presents the findings of the baseline pol-
icy and situational analysis of the availability of HIV/
SRH services in Tete-Moatize.
Methods
Study components and populations
The baseline analysis consisted of (1) a policy analysis
and (2) health facility-level assessments.
The policy analysis comprised of a review of all na-
tional policy and strategy documents and guidelines on
HIV/SRH programmes and interventions with key popu-
lations, and of interviewing key informant (KI) policy
and decision makers using a semi-structured guide. KI
were eligible if they had an important role in defining
HIV/SRH/FSW strategies at either local (district or
province) or national level, and included both govern-
ment officials and representatives from agencies sup-
porting the government. Topics addressed included
current policies, strategies and guidelines on HIV/SRH
and key populations, availability of HIV/SRH services in
the public sector, access to and use of the public services
by FSWs, and appreciation of different models to
enhance access to services for FSWs.
All health facilities in Tete/Moatize with sex work hot-
spots in their catchment area were assessed. These were 5
public health centres, 1 private clinic and the Night Clinic.
The public health centres fell into three different types: a
type 1 small public health centre offering only basic pri-
mary health care (n = 1); type 2 larger centres that also offer
secondary health care (n = 3); and a type 3 centre with both
in-patient and outpatient care (n = 1). In addition, we
assessed the gynaecology department of the public referral
hospital. First, a standardised facility audit tool was com-
pleted that comprised of an interview of the facility man-
ager, an inventory checklist filled out during the facility
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visit, and an observation check list filled out by an observer
on another day of the audit. The tool assessed the scope,
volume and capacity of existing SRH service delivery. Next,
all providers of HIV/SRH care services (family planning,
HIV testing services (HTS), HIV care, STI care and cervical
cancer screening) at the 5 public health centres and the
hospital were interviewed, using a structured questionnaire.
Interview topics included practices of SRH care and atti-
tudes towards and case management of FSWs. Lastly, to
document practices conducted during HIV/SRH consulta-
tions, as reported by female users, a representative sample
of women (18 years and older) attending HIV/SRH services
at the 5 public health centres were interviewed after exiting
the services. The target sample size was 100 to allow the
measurement of practices with sufficient precision (p = .50,
d = .15). The number of participants recruited per facility
and per service was proportional to the number of women
attended at the facility and service in the previous year. Par-
ticipants were interviewed face-to-face using a structured
CAPI (QDS™) questionnaire that addressed socio-
demographic characteristics, the type of services received
and appreciation of the services.
All study participants provided written informed
consent and the study protocols were approved by the
National Committee of Bioethics for Health in
Mozambique and the Commission for Medical Ethics of
the University Hospital Ghent.
Data analysis
KI interviews were audio-recorded, transcribed and manu-
ally analysed for key concepts. Answers were deductively
and selectively coded, using a theoretical framework, by
topic addressed, type of HIV/SRH service and type of pol-
icy maker [17]. The information collected during the facil-
ity audits was transcribed in a spreadsheet and manually
analysed. The provider and user data were analysed using
Intercooled Stata version 11.0 (College Station, Texas,
United States).
The results of the different research methods were trian-
gulated to provide an answer to the research questions.
Responses given by policy makers during the key inform-
ant interviews were cross-checked with the information
from the policy documents and synthesized into a sum-
mary table presenting key findings per HIV/SRH service.
The information from the facility audits was side-by-side
compared to the responses given by providers and users
on what and how services are provided, to reach an inte-
grated conclusion.
Results
Policy analysis
The combined results of the policy document review
and the KI interviews are summarised in Additional
file 1: Table S1.
Policy document review
A total of 8 national documents were reviewed: one
strategy (family planning), 4 finalised technical guide-
lines (family planning, cervical cancer screening, STI
care and HIV care), 1 draft technical guideline (HIV ser-
vices for most-at-risk populations) and 2 slide show pre-
sentations of a draft strategy (sexual and gender-based
violence (SGBV) care and HIV prevention, diagnosis and
treatment). No separate national guidelines or strategies
were found for condom distribution, HIV testing ser-
vices, or services for unwanted pregnancies. None of the
Mozambican HIV/SRH clinical guidelines or strategies
took into account the risk profile of clients and they
were often not appropriate for the specific context of
FSWs. For example, STI care guidelines did not include
a risk assessment to decide on the treatment to give, nor
did the family planning and cervical cancer screening
guidelines offer advice for an adapted approach for
women with a higher risk of STI. Only the slide show
presentation of the draft HIV prevention, diagnosis and
treatment strategy mentioned activities specifically tar-
geting key populations.
Key informant interviews
Twelve people were interviewed, 8 at the central level, 2 at
the provincial level and 2 at the district level. At the cen-
tral level, three participants were from the government,
one from a donor agency, one from a UN agency, and
three from different international non-governmental orga-
nisations (NGOs). At the provincial and district levels, all
participants were from the government. They had on aver-
age 12 years of experience in SRH and/or HIV pro-
grammes and had been on average 3.5 years in their
current position. The key informants provided informa-
tion on what HIV/SRH strategies and guidelines were in
place, what HIV/SRH services were available and what de-
velopments were expected in the near future.
Services that were not yet widely available in the pub-
lic sector included those for victims of SGBV, women
with unwanted pregnancies, cervical cancer screening,
female condoms and implants for family planning (FP).
In all of these areas steps were however being taken to-
wards improving the provision of these services.
National guidelines for the provision of SGBV services
were in development, cervical cancer screening and the
provision of female condoms and implants were grad-
ually being introduced, and lobbying for the legalisation
of TOP was ongoing in the country.
When asked what the preferred model for enhancing ac-
cess to HIV/SRH services for FSWs was, key informants
were divided. Government officials tended to favour im-
proving access to the general health services, claiming that
it is a duty of the government to provide services for all,
while representatives of donor agencies and international
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NGOs were more open to the establishment of parallel
services operated by non-governmental actors. Neverthe-
less, government officials also accepted the presence of
parallel services created in the context of internationally
funded projects, as long as they are temporary until better
access to the general health services is achieved.
Facility assessment
Facility audits (Table 1)
HIV/SRH commodities and services available for free
at the public health centres included male condoms,
hormonal contraceptives, IUD, syndromic STI care and
HTS. Female condoms were distributed, but the supply
was irregular with many months of stock-outs. The
introduction of the contraceptive implant was foreseen
at the larger centres, but at the time of the assessment
had not yet started. HIV care, including anti-retroviral
therapy (ART) and post-exposure prophylaxis (PEP), was
offered at all four larger health centres and the hospital.
Cervical cancer screening was offered at 2 of the larger
health centres and 2 others were foreseen to start
screening in the coming years. At none of the health
centres were there programmes or services for the pre-
vention or care of SGBV. TOP is sometimes done at the
Table 1 Facility audit findings
Type of facility Type 1 health
centre
Type 2 health
centres
Type 3 health
centre
Hospital Night
Clinic
Private
clinic
SRH services offered
Male condom distribution + 3/3 + - + +
Female condom distribution + 3/3 + - - -
Oral and injectable contraceptives, IUD + 3/3 + - + -
Implant - - - - - -
Female sterilisation - - - + - -
Syndromic STI care + 3/3 + - + -
Non-syndromic STI care - - - + - +
HTS + 3/3 + + + +
HIV care (including ART and PEP) - 3/3 + + - -
Cervical cancer screening - 1/3 + + - -
SGBV services - - - + + -
Conditions
Sufficient space in the waiting area - - - NA + +
Electricity 24 h/24 h, without interruption in the past month - 2/3 - NA - +
Adequate water supply - 1/3 - NA - +
Clean and adequate toilet facilities - - NA + +
Sufficient No of consultation rooms - - + NA + +
Not more than one provider in any consultation room - 2/3 - NA + +
Private conversation possible in all SRH consultation rooms - 1/3 + NA - -
Well ventilated and air conditioned consultation rooms - - + NA + +
Well illuminated consultation rooms - 1/3 - NA + +
Gynaecological examination tables in good conditions in all SRH
consultation rooms
- - - NA + +
Adequate illumination to conduct speculum exam - - - NA - -
Sufficient No of speculums - - + NA + +
No stock outs in past 12 months of:
Male condoms + 2/3 + NA + +
FP methods + - - NA - NA
Basic STI drugs + - - NA - +
All STI drugs - - - NA - +
HIV rapid tests - 2/3 - NA - +
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hospital, but only when the mother’s life is endangered.
The health centres are not allowed to perform TOP and
have no guidelines on how to attend women presenting
with an unwanted pregnancy.
The conditions in the public sector were very basic.
Space was limited forcing some health centres to offer
services by more than one provider in the same room.
The consultation rooms were often badly ventilated and
illuminated, electricity not always guaranteed, running
water sparsely available and toilet facilities dirty or in
bad condition. Many consultation rooms functioned
without the necessary medical equipment and stock-outs
of essential supplies occurred regularly. The limitations
in terms of infrastructure and staffing resulted in long
waiting queues and limited consultation time.
When asked, all health centre managers were in favour
of piloting new interventions and reorganising their ser-
vices to make them more FSW-friendly, but 4 pointed
out that this might be challenged by the lack of staff and
3 by the lack of space.
The assessed private clinic could offer family planning on
request, but it was rarely requested because the cost was
prohibitive for most clients. HTS was offered, but mostly in
a diagnostic or prevention of mother-to-child context. STI
care was offered as part of the curative services and male
condoms were sold at the clinic’s pharmacy at a commercial
price. HIV care was not offered, because of little demand.
Cervical cancer screening, TOP services and SGBV services
were not included in the package of services offered.
The private clinic had much better conditions in terms
of staff, space, equipment and supplies. Clients were
attended only by medical doctors, with nursing staff in a
supportive role, in spacious, air-conditioned, well-
illuminated, well-equipped consultation rooms. The
clinic purchased their drugs and supplies themselves on
the private market and had no stock-outs.
The Night Clinic offered family planning (only oral and
injectable contraceptives), male condoms, STI care, HTS
and syphilis screening (using a rapid test), all free of
charge. At the time of the assessment, the clinic was in the
process of being moved from two containers to a newly
built clinic. The new clinic had ample space, was air-
conditioned, well illuminated and well equipped. The
clinic commodities were supplied by the public health sec-
tor and suffered from the same stock-outs. The clinic was
operated on week days after hours by three nurses who
worked during the day time in the public health sector.
HIV/SRH Provider Interviews (Table 2)
In total 18 providers were interviewed, 17 providing ser-
vices at the 5 public health centres and 1 at the obstetrics
department of the hospital. Five providers provided ser-
vices at the FP department, 4 at the HTS unit, 3 at the
out-patient department (OPD), 3 at the chronic disease
department, and 2 both at the OPD and chronic disease
department. The majority of the providers were women
(12/18), they had a median age of 37.5 years, were 11 years
in service and 4.5 years at the current department. Most
of them (11) were nurses or medical agents who followed
a 3-years course and have a degree equivalent to 12th
grade, 4 were higher level nurses or medical officers who
followed a 3-years course after completing secondary
school, and 3 were lay counsellors.
Most providers (16/18) said that FSWs do not disclose
as such and 12/18 said that therefore they do not know
the extent to which FSWs use the health facility. When
asked what would be the best approach to provide services
to FSWs, either at the health facility, through targeted ser-
vices, or a combination of both, most providers (10/18)
had no opinion on the matter and those that had, mostly
(7/18) were in favour of a combined approach.
The providers were asked about different practices
when attending to HIV/SRH clients. Almost all pro-
viders (17/18) claimed they routinely ask about sexual
behaviour (number of partners, type of sexual inter-
course). Most also feel comfortable doing this, and all
those who were aware that they ever dealt with a FSW
were comfortable dealing with a FSW. Most providers
(14/18) stated that they discuss condoms with at least
half of their clients and almost all (17/18) that they gave
out condoms in the past week.
Almost all providers (17/18) confirmed that there were
no instructions what to do when a woman presents with
an unwanted pregnancy and the actions taken greatly
varied from provider to provider. Referring for TOP was
not mentioned by any of the providers.
The providers admitted that they do not routinely ad-
dress SGBV during a HIV/SRH consultation, and only
inquire about this when there are obvious signs of vio-
lence. The actions taken when a woman is discovered to
be victim of SGBV vary among providers, indicating the
lack of a standardized approach.
HIV/SRH client exit interviews (Table 3)
A total of 99 clients were interviewed, of which 37
were from FP services, 26 from HTS services, 25 from
HIV care services, 9 from STI care services and 2 from
cervical cancer screening services. The median age of
participants was 27 years and 26 % were not married or
living with a steady partner. Four percent reported hav-
ing more than one sexual partner, 12 % stated that they
had ever exchanged sex for money or goods and 4 %
that they exchanged sex for money or goods at least 3
times in the last 6 months.
Participants spent on average 2 h at the health facility.
When asked if their privacy had been respected during
the consultation, a substantial proportion (13 %) said it
had not, and when asked what is most important to be
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improved, the most common answers were the infra-
structure (18 %), the attendance time (13 %), the quality
of the equipment (9 %), the quality of attendance (8 %)
and the number of staff (7 %).
When asked if the provider had talked about STI/HIV
prevention, 55 % reported he or she did. The messages
most commonly given were about male condoms (94 %
of those where STI/HIV prevention was addressed) and
fidelity (56 %). During their visit, 13 % had received
(male) condoms. Most women who received condoms
received these from the FP department (8/13), while very
few users of services where condoms are expected to be
routinely given for STI/HIV prevention (HIV care and
STI care) received condoms (2/34).
Discussion
The objective of the situation analysis was to document
what HIV/SRH services were available in the Tete/Moa-
tize area, and to what extent they were adapted to the
needs of high-risk women such as FSWs, to better guide
a planned intervention to improve access to HIV/SRH
services for FSWs.
In the study area, there were three providers of HIV/
SRH services: the public sector, a number of private for-
Table 2 Provider interviews
Department MCH
(N = 6)
HTS
(N = 4)
OPD
(N = 5)
Chronic disease
unit (N = 5)
Total
(N = 18)
Thinks FSWs use the clinic - 3 1 2 6
Says FSWs disclose - 1 - 1 2
Best form to provide services to FSWs
At this clinic - - - 1 1
At a FSW-specific clinic - - - -
A combination of both 2 3 1 1 7
No opinion 4 1 4 3 10
Routinely asks about sexual practices
Yes 6 4 4 5 17
Depends on the patient - - 1 - 1
Feels comfortable asking about sexual practices
Uncomfortable - - 1 1 1
Comfortable 5 4 4 3 15
Very comfortable 1 - - 1 2
Feels comfortable dealing with FSWs
Comfortable - 3 1 1 5
Very comfortable 1 - 1 1 3
Never dealt with FSWs 5 1 3 3 10
Discusses condoms with:
Less than half of the clients 1 - 2 1 3
Half of the clients - 1 3 3 6
More than half of the clients - - - 1 1
Almost every client 4 3 - - 7
Gave out condoms during the last week 5 3 4 5 15
Doesn’t know of any guidelines for unwanted pregnancies 6 3 5 5 17
Routinely address SGBV 2 1 - - 3
Actions taken for victims of SGBV
Counselling 4 1 3 3 10
Provide PEP 3 1 4 4 10
Refer to a support group 3 2 2 - 6
Depends who the perpetrator is 3 - 1 1 5
Inform the health facility manager - 1 - - 1
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profit clinics and a clinic specifically targeting sex
workers and other high-risk populations.
The public health sector was by far the most important
provider of HIV/SRH services. It offered most essential
HIV/SRH services, although that some important services
were not (yet) or insufficiently available, such as the contra-
ceptive implant, female condoms, cervical cancer screening,
SGBV services and TOP. However, the offered services
were not at all adapted to the specific needs of women with
a high-risk behaviour such as FSWs. This despite the fact
that a substantial proportion of the HIV/SRH clients had
risk factors or reported to have engaged in sex work.
Internationally, FSWs are increasingly being recog-
nised as a key population in the fight against HIV, and
several guidelines have in past years been developed on
how to implement HIV/SRH programmes with female
sex workers [18, 19]. These guidelines are however only
slowly impacting national-level policy making, and most
sex work programmes in Africa have limited coverage
and a narrow scope of services [10, 20]. According a
2014 UNAIDS report, only a third of countries had sex
worker risk reduction programmes, varying in quality
and reach [9]. In Mozambique, it is clearly under pres-
sure from the international community that the Ministry
of Health is gradually giving more attention to key popu-
lations. It will be important to encourage this process
and further develop strategies and guidelines adapted to
the needs of sex workers, and other key populations.
Public health providers insufficiently assessed sexual
behaviour and risks, and were not identifying FSWs who
attend their services. While providers claimed that they
routinely ask about sexual behaviour and give out con-
doms, only half of the clients reported that the provider
had addressed HIV prevention and few had received
condoms. Most providers did not know if FSWs
attended their services, indicating that they do not pro-
actively assess if a client is at high risk. There is clearly a
need to improve the providers’ skills in assessing risk be-
haviour and provide FSW-appropriate services.
The assessed public health facilities faced significant
shortages in the conditions under which the services
are offered. Mozambique is a resource-limited country,
ranking 180/188 in the 2015 human development index
[21], and these shortages are a nation-wide problem
[22, 23]. This is a reality that will not easily change and
that has to be taken into account when deciding how
to best ensure access to quality HIV/SRH care for
FSWs.
Table 3 HIV/SRH client exit interviews
SRH service FP
(N = 37)
HTS
(N = 26)
HIV care
(N = 25)
STI care
(N = 9)
CCS
(N = 2)
Total
(N = 99)
Socio-demographic characteristics and sexual behaviour
Median age 26 24.5 30 27 41 27
Not married/cohabiting 10.8 % 38.5 % 36.0 % 33.3 % 0.0 % 26.3 %
Has more than one sexual partner 2.7 % 3.9 % 4.0 % 11.1 % 0.0 % 4.0 %
Ever exchanged sex for money or goods 8.1 % 11.5 % 12.0 % 33.3 % 0.0 % 12.1 %
Sex work in the last 6 months 0.0 % 3.9 % 8.0 % 11.1 % 0.0 % 4.0 %
Median amount of time spent at the health facility (minutes) 90 90 150 76.5 90 120
Appreciation of the quality of the received services
Lack of privacy 13.5 % 12.0 % 14.7 % 11.1 % 0.0 % 13.4 %
What needs to be improved most:
Nothing/ no answer 40.5 % 42.3 % 20.0 % 66.7 % 0.0 % 37.4 %
Infrastructure 25.0 % 23.1 % 8.0 % 0.0 % 50.0 % 18.2 %
Faster attendance 5.6 % 7.7 % 32.0 % 10.0 % 0.0 % 13.1 %
Better equipment 13.9 % 7.7 % 4.0 % 0.0 % 50.0 % 9.1 %
Better attendance 5.6 % 3.8 % 16.0 % 10.0 % 0.0 % 8.1 %
More staff 2.8 % 3.8 % 16.0 % 10.0 % 0.0 % 7.1 %
Other 2.7 % 0.0 % 4.0 % 0.0 % 0.0 % 2.0 %
Talked about HIV prevention 48.7 % 65.4 % 52.0 % 44.4 % 100.0 % 54.6 %
Topics that were addressed:
Condoms 46.0 % 61.5 % 48.0 % 44.4 % 100.0 % 51.5 %
Fidelity 27.0 % 38.5 % 32.0 % 22.2 % 100.0 % 32.3 %
Received condoms 21.6 % 15.4 % 4.0 % 0.0 % 0.0 % 13.1 %
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Conditions were much better at the private clinic but
it offered only a few services, at relatively high cost. A
greater role of the private sector in the provision of SRH
services is often encouraged, in particular in countries
where this sector is an important health care provider
[24, 25]. In Mozambique however, the private health sec-
tor is a relatively recent phenomenon and has still lim-
ited coverage [23]. In our context, it appears therefore
not to be a valid alternative to the public sector.
The only alternative was the Night Clinic, a clinic
established as part of a an HIV prevention project along
transport corridors targeting FSWs and truck drivers,
and jointly operated by an NGO and the government
[13]. It had better conditions in terms of infrastructure,
equipment and staffing, and provided services adapted
to FSWs’ needs, but had a more limited geographical
range and scope of services.
There is no international consensus on what is the
best approach to guarantee that FSWs have sufficient ac-
cess to HIV/SRH services. Establishing parallel services
specifically for key populations is generally the approach
preferred by FSWs themselves and that best ensures ac-
cess and appropriate care [11–13, 26], but it is more
costly, less sustainable (because of often having little
government support and relying on project-based fund-
ing), and has a risk of stigmatisation [10–12, 27, 28]. In
Mozambique, there was no government policy on how
to best ensure access to health services for marginalised
populations such as FSWs. Government policy makers
clearly favoured an integrated approach where access to
the public health services is ensured by making them
more FSW-friendly. Projects financed by the inter-
national community have established over the past years
several FSW-specific health services in the country,
mostly in the form of small stand-alone clinics, such as
the Night Clinic [13, 29]. Government policy makers
accepted the existence of these services, but mostly as a
temporary measure until access to the public health
system is improved. The HIV/SRH care providers had
no outspoken opinion on the subject, and mostly
favoured an approach where FSWs are attended both at
the public services and at separate clinics. Health
centre managers were all in favour of piloting new in-
terventions to make their services more FSW-friendly,
but warned that this might be hampered by their lack
of staff and space.
Each of the components of our study has certain limi-
tations, such as reporting bias when conducting face-to-
face interviews. However, we believe that we reduced
these limitations to a minimum by using a mixed-
methods design, and reaching integrated conclusions by
comparing the results of complimentary methods. To-
gether with the findings of the other part of the baseline
analysis, that assesses the needs from the FSWs’
perspective, it will provide guidance for the development
of an appropriate intervention package.
Conclusion
The public health sector is the most important provider
of HIV/SRH services in the area, with the private sector
playing only a marginal role and a project-funded drop-
in clinic targeting key populations offering a smaller
range of services to the FSW population in only part of
the area. The public HIV/SRH services are not adapted
to the needs of female sex workers and face serious limi-
tations in terms of staff, space, equipment and supplies.
There is a need to improve the availability of quality
HIV/SRH services and to develop guidelines for care
adapted to the specific context of FSWs. This can be
done by either expanding the range of services and the
coverage of the stand-alone clinic and/or by improving
access to adapted care at the public health services and
ensure a minimum quality of care. The government of
Mozambique needs to develop a strategy that guarantees
access to services for FSWs that are both effective and
sustainable.
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